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oK. Critical Hospital Adjustment Payment (CHAP) Reviews

1.

The Department shall make CHAP payments in accordance
with Chapter XV.

Hospitals shall be nctified in writing the results of
the CHAP determination and calculation, and shall have
the right to appeal the CHAP calculation or their
ineligibility for the CHAP if it is believed that a
technical error has been made in the calculation. The
appeal must be in writing and must be received within
30 days after the date of the Department's notice to
the hospital of its qualification for CHAP and payment
adjustment amounts, or a letter of notification that
the hospital does not qualify for the CHAP. 8uch a
request shall include a clear explanation of the
reason for the appeal and documentation of the desired
corrxection. The Department shall notify the hospital
of the results of the review within 30 days after
receipt of the hospital's request for review.

CHAP determination reviews shall be limited to the
following: :

a. Federally Designated Health Professional

Shortage Areas (HPSAs). 1Illinois hospitals
located in federally designated HPSAs shall be
identified in accordance with 42 CFR 5, and
Section A.3.b. and B.3. of Chapter XV based upon
the methodologies utilized by, and the most
current information available to the Department
from the Department of Health and Human Serxvices
as of the last day of June preceding the CHAP
rate period. Review shall be limited to
hospitals in locations that have failed to
obtain designation as federally designated HPSAs
only when such a request for xeview is
accompanied by documentation from the Department
of Health and Human Services substantiating that
the hospital was located in a federally
designated HPSA as of the last day of June.
preceding the CHAP rate period.
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07/95 b. Trauma level designation. Trauma level

: designation is obtained from the Xllinois .
Department of Public Health as of the last day
of June preceding the CHAP rate period. Review
shall be limited to requests acgompanied by
documentation from the Illinois Department of
Public Health, substantiating that the
information supplied to and utilized by the
Department was incorrect.

07/95 c. Accreditation of Rehabilitation Facilities.
Bccreditation of rehabilitation facilities shall
be obtained from the Commission on Recxeditation
of Rehabilitation Facilities as of the last day
of June preceding the CHAP rate period. Review
shall be limited to requeats accompanied by
documentation from the Commission,
substantiating that the information supplied to
and utilized by the Department was incorrect.

07/95% d. Medicaid Inpatient Utilization Rates. Medicaid
) inpatient utilization rates shall be calculated

pursuant to Section 1923 of the Social Security
Act and as defined in Sectioen C.8.e. of Chapter
VI. Review shall be limited to verification
that Medicaid inpatient utilization rates were
calculated in accordance with federal and State
regulations.

07/95 e. Perinatal level designation. Perinatal level
designation is obtained from the Illinois
Department of Public Health as of the last day
of June preceding the CHAP rate period. Review
shall be limited to requests accompanied by
documentation frem the Illinois Departmant of
Public Health, substantiating that the
information supplied tc and utilized hy the
Department was incorrect.

MAY 16 2003
TN #_02-29 APPROVAL DATE 1 EFFECTIVE DATE  _10-1-02
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TN % 97-11
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£. Disproportionate share eligibility.
Disproportionate share eligibility shall be
determined pursuant to Section C. of Chapter VI.
Review shall be limited to verification that the
Department utilized criteria in accordance with
State regqulations.

07/95 g. Occupancy ratio. The occupancy ratio shall be
obtained from the Illinois Department of Public
Health's published report entitled "Bed Count,
Average Length of Stay, Average Daily Census and
Percent Occupancy for Non-Federal Hospitals in
Illinois™ as of the last day of June preceding
the CHAP rate period. Review shall be limited
to requests accompanied by documentation from
the Illinois Department of Public Health,
substantiating that the information supplied to
and utilized by the Department was incorrect.

07/95% h. Graduate Medical Education Programs. Graduate
Medical Education program shall be obtained from
the most recently published report of the
American Accreditation Council for Graduate
Medical Education, the American Osteopathic
Association Division of Post-doctoral Training,
or the American Dental Association Joint
Commission on Dental Accreditation as of the
last day of June preceding the CHAP rate period.
Review shall be limited to requests accompanied
by documentation from the above, substantiating
that the information supplied to and utilized by
the Department was incorrect.

. MAY 16 2003
TN 4_02-29 APPROVAL DATE EFFECTIVE DATE _10-1-02
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==10/02 . Suppierentai—€ritcal—Hosprtai—diurtment—Payment—tSCHAP—

I

Tertiary Care Adiustment Payment Reviews.
The Department shall make Tertiary Care adiugtment pavments

i ccordance with Chapter XV, Section L. spitals shal
be notifi in writing of the results of e Tertiary Care
Adjustment Payments determination a aleculatio shall

have the riaght to appeal the Tertiarv Care Adiustment
Eayments calculation or their ineligibility for Tertiarv
Care Adjustment Payments if it is believed that a technical

&

error g been e in t calculatio e ax t.

rnust be s itted in writi to t D t t
and t be received or pos ed wit 30 er the
date of the Depar s noti o_the spit of its

aqualification for Tertiary Care Bdijustment Pavyments and

ayment justment o 8, or etter o otification that
the hospital dces not agualifv for Tertiary Care Adiustment
P nts. uc request must include a_clear explanation
of the reason for the appeal d docume tion that s rts

the desired correction. The Department shall notify the
hogpital of the xesults of the review within 30 days after
receipt of the heospital's request for review..

MAY 16 2003
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M. Psychiatric Bdjustment Payment Reviews

The Department shall make Psychiatric Adjustment Pavments in
accordance with Chapter XV, Section M. Hospitals shall be

otified i riti of e re s of the Psvchiatric
Adjust P ts determinat d calculatio hall
have a right to appeal the Psvchiatric Adiustment Pavments
calculation or their ineligibility for Psvchiatric
Adjustment Payments if it is believed that g technical error

s bee e in the ¢ ulation by the ent. he
appeal must be submitted in writing to the Department and
rnust be received or post marked within 30 days after the
date of the Department's notice to the hospital of ite
gualification for Psychiatric Adjustment Pavments and
payment_ adjustment amounts, or 3 letter of notjfication that
the hospital does not gualifv for pPsychiatric Adiunstment

P ents. Such a reguest st include a _clear e anation
of e reason for t a al an oc tatio at s orts

the desired correction. The Department shall notify the
hospital of the results of the review within 30 days after
receipt of the -hospital's reguest for review.

Rural Adijustment Payment Reviews

T epartment sha e _Rur Adjustment Payments in
coor ce with Chapter XV, Section N.
1. ospitals shall be notified in writi £ the result

of the Rural Adiustment Payments determination and
calculation, and shall have a right to apoveal the
Rural Adjustment Pavments calculation or thaeiy
ineligibility for Rural Adjustment Pavments if it is
believed that a technical error has been made in the
calculation by the Department.

The designatio f Critical Access Provider and
ecessar viders is obtained f the Illipnois
Depaxtme o ublic Health as of irst day of

July proceeding the rural adijustment payment rate
period. Review shall be limited to requests
agcompanied by documsntation from the Illinois

D tment of blic 1t substanti ng that the
information supplied to and utilized by the Department

was incorrect.
The appeal must be s itted in writing to the

Depa ent _a st be received o ost rked within
30 s after the date of the Department's notice to

the hospital of its aqualification for Rural Adijustment

Pavments an ent adjus a ts, or a letter

of notificetion that the hospital does not qualify fox
MAY 16 2003
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Rural Adijustment Pavments. Such a3 request must
include a clear explanation of the reason for the
appeal and documentation that supports the desired
correction. The Department shall notify the heospital

o he results of the review within 30 s after

receipt of the hospital's regunest for review.

0. Pediatric Inpatient Adjustment Payments. The Department
) shall make Pediatric Inpatient Adiustment pavments in

accor ce with Chapter . ospitals shall otifi i

writing of the yesults of the determination and caleculation,
and shall have the right to appe t calecuylation or their
ineligibjlity for pavments under Section 148.298 if it is
believed that a_technical error has been made jin the
calculation by the Department. The appeal must be submitted
in writing to the Department and must be received or post
marked within 30 days after t date. of t De tment’s
potice to the hospita) of its qualification under Section
148.298 and payment adijustment amounts, or a letter of
notification that the hospital does not gualify for such

ayments. uch a re st must inc e clear expl jon
of the reason for the appeal and documentation that supports
the desired correction. The Department shall nqtify the
hospital of the results of the review within 30 davs after
receipt of the hospital’s regquest for raeview.

P. rpos f this Sectio t e “post marked” means

the date of processing by the United States Post Office or
any_independent carrier service.

Q. The review procedures provided for in this Section mav not
e used to submit anv new-or corrected information that was
required to be submitted by 3 specific date in order to
gualify for a pavment or pavment adiystment. In addition,
only information that was submitted éxpressly for the

ose of cualifving for the nt o a t_adjustment
under review e _considered bv the D tment .
Information that has been submitted to the Department for
other rposes will not be considered duri the review
process.

MAY 16 2003

TN & 02-29 APPROVAL 5ATE
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™N # _95-22
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Critical Hospitsl Adjustment Payments (CHAP)

Critical Hospital Adjustment Payments (CHAP) shall be made to all
eligible hospitals excluding county-owned hospitals, as described in
Chapter XVI A.l.a.i., unless otherwise noted 'in this Chapter XV, and
hospitals organized under the University of Illinois Hospital Act, as
described in Chapter XVI A.l.a.ii. for inpatient admissions occurring
on or after July 1, 1998, in accordance with this Chapter.

Trauma Center Adjustments (TCA)

The Department shall make a trauma center adjustment (TCA) to
Illinois hospitals recognized, as of the first day of July in
the CHAP rate period, as a lLevel I or Level II trauma center by
the Illinois Department of Public Health (IDPH), in accordance
with the provisions of 1. through 3 of this Chapter.

(MANG)
10/02 XV.
A.

1.

2.
TN 4_02-29
SUPERSEDES
N % _02-25

Level I Trauma Center Adjustment (TCA).

a. Criter
day of
as a L

ia. Illinois hospitals that, on the first
July in the CHAP rate period are recognized
evel T trauma center by the Illinois

Department of Public Health, shall receive the

Level

I trauma center adjustment.

b. Adjustment. Illinois hospitals meeting the

criter

ia specified in l.a. of this Chapter shall

receive an adjustment as follows:

i.

ii.

Level II Rur
rural hospiz
the first da
recognized a
Depaxrtment o

Hospitals with Medicaid trauma admissions
equal to or greater than the mean Medicaid
trauma admissions, for all hospitals
qualifying under l.a. of this Chapter shall
receive an adjustment of $21,365.00 per
Medicaid trauma admission in the CHAP base
periaod.

Hospitals with Medicaid trauma admissions
less than the mean Medicaid trauma
admissions, for all hospitals qualifying
under l.a. of this Chapter shall receive an
adjustment of $14,165.00 per Medicaid trauma
admission in the CHAP base period.

al Trauma Cenier Adjuetment (TCA). Illinois
2la, an defiped in Chaptex ¥VI 3.3., that, on
vl Joly i e CRAV rie perviod, are

¢ a Level 127 wravna center by the Illinois

f Public Health shall receive an adjustment

of 511,565.00 per Medicaid trauma admission in the CHAF

base period.

APPROVAL DATE

MAY 16 2003

EFFECTIVE DATE_10-1-02
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1/02

7/02

TN $_02-29

Level II Urban Trauma Center Adjustment (TCA). 1Illinois
urban hospitals, as described in Chapter XV1 B.4., that,
on the first day of July_in the CHAP rate period, are
recognized as Level II trauma centers by the Illinois
Department of Public Health (IDPH) shall receive an
adjustment of $11,565.00 per Medicaid trauma admission in
the CHAP base period, provided that such hospital meets
the criteria described in this Chapter.

a. The hospital is located in a county with no Level I
trauma center; and

b. The hospital is located in a Health Professional
Shortage Area , as of the first day of July in the
CHAP rate period and has a Medicaid trauma
admission percentage at or above the mean of the
individual facility values determined in A.3.a. of
this Chapter or the hospital has a Medicaid trauma
admission percentage that is at least the mean plus
one standard deviation of the individual facility
values determined in subsection A.3.a. of this
Chapter.

Rehabilitation Hospital Adjustment (RHA)

Illinoie hospitals that, on the first day of July in the CHAP
rate period, qualify as rehabilitation hospitals, as defined
Section C.2. of Chapter II, and are accredited by the
Commission on Accreditation of Rehabilitation Facilities
(CARF), shall receive a rehabilitation hospital adjustment in
.the CHAP rate period that consists of the following three
components: :

1.

SUPERSEDES

TN #

Treatment Component. All hospitals defined in Section B.
of this Chapter shall receive $4,215.00 per Medicaid
Level I rehabilitation admission in the CHAP base period.

Facility Component. All hospitals defined in Section B.
of this Chapter shall receive a facility component that
shall be based upon the number of Medicaid Level I
rehabilitation admissicns in the CHAP base period as
follows:

a. Hospitals with fewer than 60 Medicaid Lewveal I
rehabilitation admissions in the CHAP basz2 pmeriav
shall receive a facility component of $Z23,360.08
in .the CHAP rate period.

APPROVAL DATE MAY 1 b 2003EFE‘ECTIVE DATE_10-1-02

13/27
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b. Hospitals with 60 or more Medicaid Level I
rehabilitation admissions in the CHAP base period
shall receive a facility component of $527,528.00
in the CHAP rate period.

7/02 3. Health Professional Shortage Area Adjustment Component.
Hospitals defined in Section B. of this Chapter, that are
located in an HPSA as of the first day of July in the
CHAP rate period, shall receive $276.00 per Medicaid
Level I rehabilitation inpatient day in the CHAP base
period. .

C. Direct Hospital Adjustment (DHA) Criteria
1. Qualifying Criteria
Hospitals may qualify for the DHA under this subsection
-undexr the following categories:

a. Except for hospitals operated by the University of
Illinois, children’s hospitals, psvchiatric
hospitals, rehabilitation hospitals and long term
stay hospitals, all other hospitals located in
Health Service Area (HSA)} 6 that either:

i. were eligible for Direct Hospital Adjustments
undexr the CHAP program as of July 1, 1999,
and had a Medicaid inpatient utilization rate
(MIUR) equal to or greater than the statewide
mean in Illinois on July ), 1999;

ii. were eligible under the Supplemental Critical
Hospital Adjustment Payment (SCHAP) program
as of July 1, 1999, and had a MIUR equal to
or greater than the statewide mean in
Illinois on July 1, 1999;: or

iii. were county-owned hospitals as defined in
Section C.8 of Chapter II, and had a MIUR
equal to or greater than the statewide mean
in Illinois con July 1, 1999.

b. Illinois Hospitals located outside of HSA 6 that
have a MIUR greater than 60 percent on July 1,
1998, and an average length of stay less than ten
days. The following hospitals are excluded from
qualifying from this criteria: children’s
hospitals; psgychiatric hospitals; rehabilitation
hospitals; and long term stay hogpitals.

c. Children’s hospitals, as defined under Section
II.C.3, on July 1, 1999.

d. Illinois Teaching hospitals with more than 40
graduate medical education programs, on July 1,
1999, not gqualifying in subsecticns C.l.a., b. ox
c. of this Chapter.

MAY 16 2003

TN #_02-29 APPROVAL DATE
SUPERSEDES '
™ # 02-25

EFFECTIVE DATE_10-1-02
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- €. Except for hospitals operated by the University of
Illinois, children’s hospitals, psychiatric hospitals,
rehabilitation hospitals, long term stay hospitals and
hospitals gqualifying in subsections (C) (1) (a), (b), (¢} ox
(d) above, all other hospitals located in Illinois that
had a MIUR equal to or greater than the mean plus one-
half standard deviation on July 1, 1999, and provided
moxre than 15,000 Total days.

f. Except for hospitals operated by the University of
Illinois, children’s hospitals, psychiatric hospitals,
rehabilitation hospitals, long term stay hospitals and
hospitals otherwise qualifying in subsections
{(CY (1) (a), (b)), (c), (d) or (e) all other hospitals that
had a MIUR greater than 40 percent on July 1, 1933, and
provided more than 7,500 total days and provided
obstetrical care as of July 1, 2001.

D. DHA Rates and Payments
7/02 1. For hospitals qualifying under subsection C.l.a. above, the

DHA rates are as follows: :

a. Hospitals that have a Ccmbined MIUR that is equal to or
greater than the Statewide mean Combined MIUR, but less
than one standard deviation above the Statewide mean
Combined MIUR, will receive $69.00 per day for hospitals
that do not provide obstetrical care and $105.00 per day

_ for hospitals that do provide obstetrical care.

b. Hospitals that have a Combined MIUR that is equal to or
greater than one standard deviation above the Statewide
mean Combined MIUR, but less than one and one-half
standard deviations above the Statewide mean Combined
MIUR, will receive $105.00 per day for hospitals that do
not provide obstetrical care and $142.00 per day for
hospitals that do provide obstetrical care.

TN #_02-29 APPROVAL DATE
SUPERSEDES

TN 02-25
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